A 58-year-old man was admitted to the emergency department for the sudden onset of dyspnea and syncope. His medical history included a non-Hodgkin lymphoma diagnosed three months earlier; the last course of "R-CHOP" chemotherapy scheme had been administered three weeks earlier. On examination, regular tachycardia was observed at 147 beats per minute, and blood pressure was 126/95 mmHg. Arterial blood gas values were measured at room air: pH 7.41, pO 2 72 mmHg, pCO 2 33 mmHg. C-reactive protein was slightly raised at 16 mg/L, D-dimers peaked at 12000 ng/ml (normal <500 ng/ml) and T-troponin at 588 pg/ml (normal <20 pg/mL).
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Art. 33, page 2 of 2 or to the release of mediators of inflammation explaining edema in the hypoperfused lobes [1] . Lastly, diffuse pulmonary edema associated with focal PE has also been reported.
Pulmonary edema secondary to pulmonary embolism may mimic cardiogenic pulmonary edema. Enhanced chest CT is required for the diagnosis and should be considered when unenhanced imaging demonstrates pulmonary edema in patients with no history or clinical evidence of left heart failure and at risk of venous thromboembolism.
